Mrs N G, aged 51. Housewife History: Presented in January 1971 with deafness, tinnitus and an exacerbation of her sinusitis. Symptoms failed to respond to antibiotics or to suction clearance of the middle ear and in March a right mastoidectomy was performed. The preoperative chest radiograph showed an opacity 25 x 4 cm in the left upper lobe and tomograms revealed that it was cavitated and was attached to the hilum.
Carcinoma of the bronchus was suspected and a left apical segmental resection was undertaken. Enlarged glands surrounded the apical bronchus and histology showed an area of scarring heavily infiltrated by chronic inflammatory cells of lymphoid type. Several ill-defined tubercles were present with giant cells but little caseation and though tubercle bacilli were not demonstrated on Ziehl-Neelsen films she was started on Pasinah.
She became unwell and lost 12-6 kg in weight. There was no improvement in the otitis media and further surgical procedures, including biopsy, were undertaken. At this stage, April 1971, six opacitics were found on chest X-ray. Wegener's granuloma was suspected and she was transferred to Guy's Hospital.
On examination: She was ill and anemic. There was a bilateral conductive deafness with serous discharge from both ears. Oral candidiasis was present but there was no evidence of Wegener's granuloma in the mouth.
Investigations: Hb 10-1 g/100 ml. PCV 31-6%. ESR 60 mm in 1 h (Westergren). WBC 10,100 (neutros. 8,080, lymphos.1,212, monos. 800/mm3). Urine free from protein and red cells, 8 WBC, sterile on culture. Blood urea 42 mg/100 ml. Creatinine clearance 53 ml/min. Plasma proteins 6-7 g/100 ml (albumin 2-9, globulin 3-8 g/100 ml). Serum complement normal (135 mg/100 ml). Immunoglobulins: IgG 1,450, IgM 100, IgA 465 mg/100 ml. Australia antigen, antinuclear factor, auto-antibodies against thyroid, stomach and muscle, non-organ-specific antibody negative.
Dr G A K Missen reviewed the histology, cutting new sections from the first blocks. Tissue taken from the middle ear included a small blood vessel undergoing extensive fibrinoid change. It was lightly infiltrated with granu- clearing ofall the lesions noted on 1.6.71. Pleural left mid-zone. There ispleural reaction at the right thickening at the right base has also diminished base. Lesions are alsopresent at the left mid-zone, the right base and superimposed on the heart shadow. The apices are not comparable as thisfilm was taken three months after left apical lobectomy locytes and had a multinucleate giant cell applied to it. The lung biopsy also showed arteritic changes consistent with Wegener's granuloma.
Treatment and progress: 22.5.71: She was started on azathioprine 100 mg b.d.; this was stopped ten days later when she developed nausea and anorexia and her neutrophil count fell to 200/mm3. It was later resumed at a dose of 25 mg b.d. which provoked no side effects.
Chest X-ray at this stage showed considerable improvement (Fig 1) . Aural discharge cleared and further surgery was not necessary. Six weeks later she began to have pain in the nose and orbits, a blood-stained mucoid nasal discharge appeared, the bridge of the nose started to collapse and was tender to pressure. She was seen by Mr E E Douek, who observed that the nose and nasopharynx looked quiescent and that both ears had remained dry. The nasal deformity resulted from erosion of the supporting cartilage. Chest X-ray showed further improvement (Fig 2) . She was put on prednisolone 5 mg t.d.s., soon reduced to 2 5 mg t.d.s., in addition to the azathioprine and was discharged in September feeling well. Improvement has been maintained for seven months since the start of treatment.
Discussion
Wegener's granuloma is a relentlessly progressive condition and there appears to be no report of spontaneous remission. It consists of a necrotizing giant cell granulomatous lesion occurring in the region of the nose and often also affecting the lungs. It may be associated with generalized necrotizing angiitis and glomerulonephritis. The etiology is unknown and despite its malignant course there is no evidence that it is a neoplastic process. Because of its relationship to some forms of polyarteritis nodosa it has been ascribed to an autoimmune mechanism and has been treated with steroids and immunosuppressive drugs.
Azathioprine induced a prolonged remission in a patient with Wegener's granuloma and renal insufficiency as reported by Bouroncle et al. (1967) , and a comparison of the results of therapy is provided by Aldo et al. (1970) who showed that the average life span (5 months) and one-year survival rate (18 %) of the untreated case rose to 12i months and 34% on steroids alone and to over 18 months and 80% on alkylating agents or azathioprine.
In the case reported here the patient presented with serous otitis, the granuloma affecting the middle ear. Satisfactory remission followed treatment with azathioprine.
The following cases were also presented: 
